Introduction {#Sec1}
============

Anxiety and depression are common disorders that affect a large part of the population^[@CR1]^, and studies have indicated that the prevalence of depression is as high as 6--15% in pregnant women^[@CR2],[@CR3]^. Anxiety and depression are closely associated conditions that may affect not only psychological well-being but also the prognosis of other diseases^[@CR4],[@CR5]^, and depression or anxiety is associated with asthma diagnosis^[@CR6]^. Previous studies have also shown that maternal psychological stress (anxiety and/or depression) is associated with adverse outcomes during pregnancy, as well as adverse events in the child^[@CR7]--[@CR10]^.

The mechanisms for the association between anxiety or depression and adverse outcomes in pregnancy are yet to be clarified. Although generally recommended during pregnancy, antidepressant medication, such as selective serotonin re-uptake inhibitors (SSRIs), are not always used by the pregnant woman, perhaps out of concern for adverse foetal effects associated with the medication^[@CR11]^. However, previously observed associations between SSRIs and low birth weight or preterm birth may be confounded by factors such as the depressive disorder itself or specific characteristics of women taking SSRI during pregnancy^[@CR12],[@CR13]^. In addition, common familial factors (such as shared genes and environment) may be confounders for the association. In order to adjust for those factors a family-design approach can be used^[@CR14]^, allowing adjustment for all familial factors that cousins and siblings share. Previous studies have also investigated whether familial factors may confound the association between maternal anxiety and depression during pregnancy and offspring asthma using cousin analyses and found that the association between maternal anxiety or depression and offspring asthma was not due to familial confounding^[@CR15]^.

In earlier studies, we have assessed the association between maternal asthma and adverse pregnancy-, delivery- and perinatal outcomes^[@CR16],[@CR17]^. There are known associations between maternal prenatal anxiety or depression and maternal or offspring asthma^[@CR6],[@CR15],[@CR18]--[@CR20]^ as well as between maternal anxiety or depression and adverse pregnancy outcomes similar to outcomes seen in asthmatic mothers^[@CR7],[@CR10],[@CR21],[@CR22]^, perhaps due to increased levels of stress hormones^[@CR23]^. Thus, the presence of both conditions may increase the risk of adverse pregnancy outcomes above what would be expected from the risk of each condition alone. To our knowledge such an interaction has not been previously assessed and could help determine which subgroups may benefit the most from an intervention, as well as help to understand the mechanisms leading to adverse pregnancy, delivery, and birth outcomes.

Our aim was to study pregnancy outcomes in women with maternal prenatal anxiety or depression, and to determine if potential associations were confounded by factors shared by cousins and siblings respectively. We also aimed to examine possible interaction (additive or multiplicative^[@CR24]^) between maternal anxiety or depression and maternal asthma on the risk of adverse pregnancy outcomes.

Results {#Sec2}
=======

In the study population of 661 956 women we identified a total of 1 075 153 pregnancies during the study period from 2001 to 2013. Individuals with missing covariates (124 852) were excluded so the final cohort included 950 301 pregnancies by 616 667 mothers. After random selection of one pregnancy per individual for the cousin and sibling analyses, we identified 35 156 women discordant for maternal anxiety and depression in 16 175 cousin clusters and 17 638 women in 8145 sister clusters giving birth during the study period. In the final cohort, the prevalence of prenatal maternal anxiety or depression according to our definition was 5.9% (56 297), and 4.0% (37 686) fulfilled our criteria for prenatal maternal asthma. In total 4892 (0.5%) had both anxiety/depression and asthma during the study period. The women in this subgroup were less educated, had a slightly higher BMI, and less likely to live with the child's father the year prior to delivery compared to the whole cohort, Table [1](#Tab1){ref-type="table"}.Table 1Characteristics of the study population according to current asthma\* and/or anxiety/depression^†^ status.Whole populationAll with anxiety/depressionAll with asthmaAll with anxiety/depression and asthmaN = 950 301, n (%)N = 56 297, n (%)N = 37 686, n (%)N = 4892, n (%)**Maternal Characteristics***AgeMedian age*30303131*Mean*30.230.230.630.7  *≤19*13 146 (1.4)1147 (2.0)568 (1.5)93 (1.9)  *20--24*117 688 (12.4)8257 (14.7)4552 (12.1)668 (13.7)  *25--29*288 170 (30.3)15 547 (27.6)10 485 (27.8)1270 (26.0)  *30--34*339 652 (35.7)18 011 (32.0)12 900 (34.2)1549 (31.7)   *\>34*191 645 (20.2)13 335 (23.7)9181 (24.4)1312 (26.8)***Early pregnancy BMI***  *Median*24242425  *Mean*24.625.325.726.6  *\<18,5*20 289 (2.1)1401 (2.5)744 (2.0)96 (2.0)  *18,5--24,9*586 484 (61.7)31 008 (55.1)19 853 (52.7)2283 (46.7)  *25--29,9*232 951 (24.5)14 668 (26.1)10 201 (27.1)1319 (27.0)  *≥30*110 577 (11.6)9220 (16.4)6888 (18.3)1194 (24.4)***Parity***  *1*434 380 (45.7)27 574 (49.0)18 330 (48.6)2410 (49.3)  *2--3*475 819 (50.1)25 095 (44.6)17 590 (46.7)2105 (43.0)  *≥4*40 102 (4.2)3628 (6.4)1766 (4.7)377 (7.7)***Cigarettes smoked/day***  *0*876 929 (92.3)47 141 (83.7)34 319 (91.1)3969 (81.1)  *1--9*55 273 (5.8)6340 (11.3)2441 (6.5)611 (12.5)  *\>9*18 099 (1.9)2816 (5.0)926 (2.5)312 (6.4)***Country of birth***  *Sweden*904 040 (95.1)53 778 (95.5)36 289 (96.3)4706 (96.2)  *Denmark, Norway, Finland, Iceland*5322 (0.6)348 (0.6)192 (0.5)33 (0.7)  *Other countries*40 939 (4.3)2171 (3.9)1205 (3.2)153 (3.1)***Cohabitation/marital status***  *Living with baby's father, married*354 344 (37.3)17 223 (30.6)14 077 (37.4)1522 (31.1)  *Living with baby's father, unmarried*548 776 (57.7)32 126 (57.1)21 121 (56.0)2675 (54.7)  *Not living with baby's father*47 181 (5.0)6948 (12.3)2488 (6.6)695 (14.2)***Highest attained education level***  *≤9 years*82 869 (8.7)9819 (17.4)3807 (10.1)920 (18.8)  *10--12 years*411 578 (43.3)24 715 (43.9)15 121 (40.1)2104 (43.0)  *≥13 years*455 854 (48.0)21 763 (38.7)18 758 (49.8)1868 (38.2)\*Maternal asthma during the year before pregnancy up until delivery, identified as having at least two dispenses of asthma medication in the Swedish Prescribed Drug Register, or asthma diagnosis during in the Swedish National Patient Register during the same period. ^†^Antidepressant medication or anxiety/depression diagnoses recorded in the Swedish Medical Birth Register, anxiety/depression diagnosis in the Swedish National Patient Register, and/or antidepressant medication dispensed at least twice in the year before pregnancy until birth according to the Swedish Prescribed Drug Register.

Main analysis {#Sec3}
-------------

Maternal anxiety or depression was associated with higher odds for preeclampsia or eclampsia, adjusted odds ratio, aOR, 1.17 (95% confidence interval, CI, 1.12, 1.22) but not with placental abruption, Table [2](#Tab2){ref-type="table"}. For instrumental vaginal delivery, elective and emergency caesarean section the odds were also higher among women with anxiety or depression compared to women with no anxiety or depression (e.g. elective caesarean section aOR 1.62 (95% CI 1.57, 1.68).Table 2The association between anxiety or depression during pregnancy\* and pregnancy and labor outcomes assessed with logistic and linear regression; presenting crude and adjusted models in the full cohort followed by comparison of maternal cousins and sisters.Total populationCurrent anxiety/depressionFull cohort comparisonCousin comparisonSister comparisonN = 950 301n = 56 297CrudeAdjusted^†^Double discordant clustersAdjusted^†^Double discordant clustersAdjusted^†^n(%)n(%)OR or Beta\
(95% CI)OR or Beta\
(95% CI)Total individuals/clusters\
286 780/128 602OR or Beta (95% CI)Total individuals/clusters\
158 833/75 391OR or Beta\
(95% CI)**Pregnancy Characteristics***Preeclampsia or Eclampsia*38 727 (4.1)2771 (4.9)1.24 (1.19, 1.29)1.17 (1.12, 1.22)17211.14 (1.02, 1.26)7281.10 (0.88, 1.32)*Placental abruption*3340 (0.4)231 (0.4)1.18 (1.03, 1.35)1.04 (0.90, 1.19)1451.24 (0.67, 1.81)560.99 (0.30, 1.69)**Labor Characteristics***Mode of Delivery*  *Vaginal non-instrumental delivery*723 884 (76.2)39 673 (70.5)Ref.Ref.Ref.Ref.Ref.Ref.  *Elective CS (before start of labor)*59 868 (6.3)5349 (9.5)1.69 (1.64, 1.75)1.62 (1.57, 1.68)25201.72 (1.48, 1.96)11481.63 (1.29, 1.96)  *Vaginal instrumental delivery*71 004 (7.5)4279 (7.6)1.11 (1.07, 1.14)1.14 (1.10, 1.18)28771.17 (1.04, 1.30)11991.22 (1.00, 1.44)  *Emergency CS prior to or after start of labor*86 811 (9.1)6510 (11.6)1.40 (1.36, 1.44)1.32 (1.28, 1.35)35091.38 (1.26, 1.50)16101.38 (1.15, 1.62)  *Missing*8734 (0.9)486 (0.9)\*Maternal anxiety and/or depression from the year before pregnancy until delivery. ^†^Adjusted for country of birth, smoking, cohabitation, maternal education level, BMI, age.

Mean birth weight was lower (−54 g (95% CI −59, −49)) and gestational age shorter (−0.29 weeks (95% CI −0.31, −0.28)) in the maternal anxiety or depression group compared to the general population, while the odds of delivering a child small for gestational age (aOR 1.03 (95% CI 0.97, 1.09)) did not differ. In contrast, the odds of large for gestational age were slightly higher among women with anxiety or depression (aOR 1.09 (95% CI 1.04, 1.13)) compared to the general population, Table [3](#Tab3){ref-type="table"}.Table 3The association between anxiety or depression during pregnancy\* and birth outcomes assessed with logistic and linear regression; presenting crude and adjusted models in the full cohort followed by comparison of maternal cousins and sisters.Total populationCurrent anxiety/depressionFull cohort comparisonCousin comparisonSister comparisonN = 950 301n = 56 297CrudeAdjusted^†^Double discordant clustersAdjusted^†^Double discordant clustersAdjusted^†^n(%)n(%)OR or Beta\
(95% CI)OR or Beta\
(95% CI)Total individuals/clusters\
286 780/128 602OR or Beta\
(95% CI)Total individuals/clusters\
158 833/75 391OR or Beta\
(95% CI)**Birth outcomes***Sex of offspringBoy*488 504 (51.4)28 947 (51.4)*Girl*461 797 (48.6)27 350 (48.6)*MissingBirth weight, mean grams*35713509−66 (−71, −61)^‡^−54 (−59, −49)^‡^16,168−57 (−67, −48)^‡^8144−58 (−74, −43)^‡^*Missing*1839 (0.2)101 (0.2)*Gest. age, mean weeks*39.439.1−0.32 (−0.34, −0.31)^‡^−0.29 (−0.31, −0.28)^‡^16,169−0.28 (−0.32, −0.23)^‡^8145−0.25 (−0.31, −0.19)^‡^*Missing*0 (0.0)0 (0.0)*Small for gestational age*19 279 (2.0)1346 (2.4)1.20 (1.13, 1.27)1.03 (0.97, 1.09)8301.03 (0.86, 1.21)4241.14 (0.76, 1.51)*Missing*1871 (0.2)106 (0.2)*Large for gestational age*36 224 (3.8)2449 (4.4)1.16 (1.11, 1.21)1.09 (1.04, 1.14)13981.19 (1.02, 1.36)6171.07 (0.79, 1.34)*Missing*1871 (0.2)106 (0.2)\*Maternal anxiety and/or depression from the year before pregnancy until delivery. ^†^Adjusted for country of birth, smoking, cohabitation, maternal education level, BMI, age. ^‡^P \< 0.001.

Adjusting for familial factors shared by first cousins and sisters generally produced small changes to point estimates but wider confidence intervals. In sisters, for instance, the adjusted odds ratio for preeclampsia or eclampsia was 1.10 (95% CI 0.88, 1.32), Table [2](#Tab2){ref-type="table"}. Similar patterns could be seen for the perinatal outcomes in Table [3](#Tab3){ref-type="table"}.

Interaction analyses {#Sec4}
--------------------

Next, we evaluated whether maternal asthma interacted with anxiety or depression on the risk of adverse pregnancy outcomes, and found that the combination of anxiety or depression and asthma showed the highest odds ratios for most of our studied outcomes compared to the reference group having neither exposure, Table [4](#Tab4){ref-type="table"}. In the case of preeclampsia or eclampsia for instance, women with both anxiety/depression and asthma had an aOR of 1.45 (95% CI 1.29, 1.64), while the corresponding OR was 1.15 (95% CI 1.10, 1.20) for women with anxiety/depression but no asthma, and 1.28 (95% CI 1.22, 1.35) for women without anxiety/depression but with asthma. Despite these findings, there were no strong indications of additive interaction (relative excess risk due to interaction) being present, for example preeclampsia or eclampsia RERI 0.02 (95% CI −0.16, 0.20). Similarly, there were no signs of additive interaction for the continuous outcomes of birth weight and gestational age (for example birth weight −17 grams (95% CI −35, 2 grams), gestational age −0.05 weeks (95% CI −0.11, 0.13 weeks).Table 4Additive Interaction between maternal anxiety/depression and maternal asthma\* for the effect on adverse pregnancy, delivery and perinatal outcomes. Each group is compared to the no anxiety/depression and no asthma group.Neither anxiety/depression\
nor asthmaAnxiety/depression\
without asthmaAsthma without anxiety/depressionAnxiety/depression\
with asthmaAdditive interaction^†^n = 861 210n = 51 405n = 32 794n = 4892For adjusted estimatesn(%)Referencen(%)OR or Beta (95% CI)^‡^n(%)OR or Beta (95% CI)^‡^n(%)OR or Beta (95% CI)^‡^Adjusted^‡^**Pregnancy Characteristics***Preeclampsia or Eclampsia*34 135 (4.0)1.002446 (4.8)1.15 (1.10, 1.20)1821 (5.6)1.28 (1.22, 1.35)325 (6.6)1.45 (1.29, 1.64)0.02 (−0.16, 0.20)*Placental abruption*2962 (0.3)1.00209 (0.4)1.04 (0.90, 1.20)147 (0.5)1.29 (1.09, 1.52)22 (0.5)1.10 (0.72, 1.68)−0.23 (−0.77, 0.30)**Labor Characteristics***Mode of DeliveryVaginal non-instrumental delivery*660 991 (77.5)1.0036 465 (70.9)Ref.23 220 (70.8)Ref.3208 (65.6)Ref.Ref.*Elective CS (before start of labor)*51 628 (6.1)1.004789 (9.3)1.62 (1.57, 1.68)2891 (8.8)1.49 (1.43, 1.55)560 (11.5)2.01 (1.82, 2.21)−0.10 (−0.30, 0.10)*Vaginal instrumental delivery*64 141 (7.5)1.003903 (7.6)1.14 (1.10, 1.18)2584 (7.9)1.15 (1.10, 1.20)376 (7.7)1.27 (1.14, 1.41)−0.02 (−0.17, 0.12)*Emergency CS prior to or after start of labor*76 420 (8.9)1.005791 (11.3)1.30 (1.26, 1.34)3881 (11.8)1.34 (1.29, 1.39)719 (14.7)1.68 (1.54, 1.82)0.03 (−0.12, 0.17)*Missing*8030 (0.9)457 (0.9)218 (0.7)29 (0.6)**Birth outcome and post-partum***Birth weight, mean grams*357735773515−49 (−55, −44)^§^3523−74 (−81, −68)^§^3443−140 (−157, −123)^§^−17 (−35, 2)*Missing*1677 (0.2)92 (0.2)61 (0.2)9 (0.2)*Gest. age, mean weeks*39.439.439.1−0.28 (−0.30, −0.26)^§^39.3−0.14 (−0.17, −0.12)^§^38.9−0.48 (−0.53, −0.42)^§^−0.05 (−0.11, 0.13)*Missing*0 (0.0)0 (0.0)0 (0.0)0 (0.0)*Small for gestational age*17 045 (2.0)1.001180 (2.3)1.00 (0.94, 1.07)888 (2.7)1.40 (1.31, 1.50)166 (3.4)1.47 (1.26, 1.72)0.07 (−0.19, 0.33)*Missing*1703 (0.2)97 (0.2)62 (0.2)9 (0.2)*Large for gestational age*32 559 (3.8)1.002239 (4.4)1.10 (1.05, 1.15)1216 (3.7)0.84 (0.79, 0.89)210 (4.3)0.90 (0.78, 1.04)−0.04 (−0.18, 0.11)*Missing*1703 (0.2)97 (0.2)62 (0.2)9 (0.2)\*Anxiety, depression and asthma from the year before pregnancy until end of pregnancy. ^†^Additive interaction exists if not equal to zero. ^‡^Adjusted for country of birth, smoking, cohabitation, maternal education level, BMI, age. ^§^P \< 0.01.

We also assessed multiplicative interaction. Among women with maternal anxiety or depression, asthma status made little difference on the effect on pregnancy, labour and birth outcomes (aOR for preeclampsia or eclampsia without asthma 1.15 (95% CI 1.10, 1.20) and with asthma 1.14 (95% CI 1.00, 1.29), Fig. [1](#Fig1){ref-type="fig"} and Table [S1](#MOESM1){ref-type="media"}. Frequencies of pregnant women with the various outcomes in the different groups are shown in Fig. [2](#Fig2){ref-type="fig"}. When assessing potential interaction between anxiety or depression and asthma on the multiplicative scale, it was only the effect on elective caesarean section that turned out altered, and the positive association between anxiety or depression and elective caesarean section was less pronounced in women with asthma than in women without (p-value \< 0.001). Figure [1](#Fig1){ref-type="fig"} and Table [S1](#MOESM1){ref-type="media"}.Figure 1Adjusted odds ratios for the association between anxiety or depression and adverse pregnancy, delivery and perinatal outcomes in all women without asthma and all women with asthma respectively, from the year before pregnancy until delivery. P-values are from testing a multiplicative interaction between anxiety or depression and asthma.Figure 2Women in each group of exposures and frequencies of outcomes. Frequencies shown as percentages.

Sensitivity analyses {#Sec5}
--------------------

There were no major differences in the estimates for birth years 2001--2005 and 2010--2013, Table [S2](#MOESM1){ref-type="media"}.

In the analysis of women with a diagnosis of maternal anxiety or depression contrasting those with or without medication, those on medication did not have any increased risk of pregnancy complications. On the contrary, women without medication had an increased risk of elective caesarean section aOR 1.30 (95% CI 1.17, 1.43), Table [S3](#MOESM1){ref-type="media"}.

Discussion {#Sec6}
==========

In this population-based cohort study of more than one million Swedish births by 661 956 women in the years 2001 to 2013, we found that maternal prenatal anxiety or depression during pregnancy increases the odds of adverse pregnancy outcomes, such as preeclampsia or eclampsia, emergency caesarean section, low gestational age, low birth weight and large for gestational age. The robustness of estimates in cousin and sibling analyses compared to the full cohort analysis indicates that the associations are not confounded by genetic or environmental factors shared within families.

We also found multiplicative interaction of the effects of maternal asthma and prenatal anxiety or depression on the risk of elective caesarean section. However, there was no significant additive interactions between maternal asthma and maternal prenatal anxiety or depression for this or any other outcomes. The general lack of both additive and multiplicative interaction, elective caesarean section excluded, is a bit surprising but might be explained by the high degree of comorbidity of these diseases^[@CR25],[@CR26]^ and confirms that it is important to address both asthma and mental health issues in pregnant women.

Previous studies have examined the association between anxiety or depression and hypertensive disorders in pregnancy^[@CR22],[@CR27]^ with similar results as we have seen in our study. In a retrospective study of 22 825 women, emergency caesarean section was shown to be associated with anxiety or depression^[@CR28]^. Gestational age and birth weight in association with anxiety or depression has also been assessed previously and finding suggest effects on at least the former outcomes^[@CR29]^. Using another type of design, Viktorin^[@CR12]^ and Sujan^[@CR13]^ compared gestational outcomes of mothers who were discordant for SSRI and other anti-depressive medication during two pregnancies and concluded that exposure to anti-depressive medication may be causally related to preterm birth. In our analyses we extended this to additional diagnoses and medication, and in a similar way adjusted for familial confounding. We saw an association with low birth weight in both the full cohort and in the cousin and sibling sub-groups, however we couldn't see any association with the child being small for gestational age, which is similar to the results by Sujan *et al*.

We have previously studied the association between maternal asthma and adverse pregnancy outcomes, such as preeclampsia, instrumental delivery, caesarean section, and child being small for gestational age^[@CR16],[@CR17]^, and those findings were further confirmed in this study.

In sensitivity analysis of women with a diagnosis of prenatal anxiety or depression with or without medication, we found slightly lower point estimates in the group without medication for most outcomes except elective caesarean section, although the inability to detect differences in estimates between the groups also could be explained by loss of power. Those without medication could for different reasons be more reluctant to use medication during pregnancy^[@CR30]^, maybe due to higher levels of anxiety for the pregnancy and foetus. A possible explanation for the elective caesarean section to stand out both in the sensitivity analysis of women with or without medication and in the multiplicative interaction analysis is that there is something intrinsically different about this outcome. The other outcomes are either measurable (such as gestational age or birth weight), based on specific criteria (pre-eclampsia^[@CR31]^) or occur after specific pre-established conditions have been met (for instance instrumental delivery or emergency caesarean section when there is sign of foetal distress). The indication for elective caesarean section is much wider and more heterogeneous, and although in Sweden still mostly done for valid medical reasons, there is an increase of elective caesarean section on wider indications^[@CR32]^. If a women has untreated anxiety or depression the obstetrician might be more open to elective caesarean section on a wider indication, e.g. the perception that the woman may be less capable of going through normal labour.

This is the first study to examine maternal anxiety or depression and the association with several clinically important pregnancy-, delivery- and perinatal outcomes, taking familial confounding into account. The study has several major strengths. It is a large population-based study with close to a million singleton births and 16 175 clusters of cousin pregnancies and 8145 clusters of sister pregnancies discordant for maternal anxiety or depression. The family design allowed us to adjust for unmeasured confounders such as shared genes and common environment. The use of prospectively and independently collected data has eliminated the risk for recall bias. The size of the population has also enabled us to adjust for many known confounders. It is also the first study to examine how additive and multiplicative interaction between maternal asthma and anxiety or depression affects the studied outcomes. Previous studies have assessed the association between the two^[@CR15],[@CR20]^ but not addressed whether there is a mutual effect on pregnancy outcomes in order to evaluate clinical relevance and possible etiology. Furthermore, we have looked at anxiety or depression with or without medication in order to determine if the observed associations were driven by medication use.

There are also limitations to the study. The use of family design has limitations^[@CR33]^ that are important to consider, for instance the influence of measurement errors and unmeasured confounding may be inflated from the selection of discordant family members. However, by collecting exposure data from different and independent sources measurement error is likely to be reduced. Additionally, there might be confounders that are shared to a less extent within families. This would lead to higher estimates in the within-analyses and might be counteracted by measurement errors. There is also a large drop of power in the family-design analyses since the only informative participants are those discordant for anxiety or depression and the outcome. This can be a reason for the statistically non-significant results across many of the outcomes. Also, because the diagnoses collected from the Patient Register for this study only include specialist care diagnoses, we are missing those diagnosed by general practitioners, who handle a large part of asthma, anxiety and depression patients in Sweden. The more severe cases are however more likely to have a diagnosis in the register (and thus found in our searches). For instance, the prevalence of asthma was lower than expected and at least for the earlier part of the cohort we suspect that many of the asthma diagnoses belong to women with a more severe disease. Sensitivity analyses however showed similar results for the earlier and later birth years. We have used diagnosis and medication for anxiety and depression as a measure of psychological stress, although medications for depression are also used in other conditions, such as chronic pain management^[@CR34]^; still, such conditions are also stressful and known to have high co-morbidity with depression and anxiety^[@CR35]^. Also, because this is a register-based study we can only speculate the reasons for choosing elective caesarean section.

In conclusion, we show that there is an association between maternal prenatal anxiety or depression and adverse pregnancy outcomes, which is not confounded by familial factors shared by cousins and siblings. We also show that there is no interaction between maternal anxiety or depression and maternal asthma for any of the outcomes studied, except for elective caesarean section. Clinically, these risks must be highlighted and especially the higher occurrence of elective caesarean section addressed. Further research should examine how well-controlled asthma as well as optimally treated anxiety or depression may affect the rates of caesarean section and other outcomes.

Methods {#Sec7}
=======

Study design and population {#Sec8}
---------------------------

To study the effects of maternal anxiety or depression during pregnancy, and possible interaction with maternal asthma, on the risk of adverse pregnancy and delivery outcomes we used a cohort consisting of all Swedish births between 2001 and 2013. The Medical Birth Register^[@CR36]^ was used to identify women giving birth during the study period. Using the Swedish Personal Identity Number, a unique identifier for each permanent resident in Sweden^[@CR37]^, we then linked the cohort to the Swedish Prescribed Drug Register^[@CR38]^ and the Patient Register^[@CR39]^.

Using the Multi Generation Register^[@CR40]^ we identified cousins and sisters from the same family giving birth during the study period.

Multiple gestation pregnancies were excluded because of characteristics that differ substantially from singleton pregnancies, in order to facilitate interpretation of results^[@CR41]^.

Exposure {#Sec9}
--------

Our exposures were maternal anxiety and/or depression from the year before pregnancy until delivery, identified in the inpatient and/or outpatient part of the Patient register as having ICD-10 diagnosis codes F30--34, F38-42, F44-45 or F48 -- and in the Swedish Prescribed Drug Register as ATC-codes N05B and N06A -- dispensed at least twice during the year before pregnancy up until delivery^[@CR15]^.

Our second exposure was maternal asthma during the year before pregnancy up until delivery, identified as having at least two dispenses of asthma medication (ATC codes R03AC, R03AK, R03BA, R03DC) or asthma diagnosis (ICD-10 codes J45 and J46)^[@CR42]^.

Outcomes {#Sec10}
--------

Data on complications during pregnancy (pre-eclampsia, placental abruption), delivery (instrumental vaginal delivery, caesarean section) and birth outcomes (birth weight, gestational age, small- and large for gestational age^[@CR43]^) were collected from the Medical Birth Register.

Covariates {#Sec11}
----------

We selected possible confounders based on subject-matter informed directed acyclic graphs^[@CR44]^, and collected data on these from the Medical Birth Register and the longitudinal integration database for health insurance and labor market studies (LISA by Swedish acronym) maintained by Statistics Sweden^[@CR45]^. The covariates that were deemed possible confounders were self-reported maternal smoking and body mass index at the first antenatal visit, civil status, country of birth and socioeconomic status defined as the highest attained level of education.

Statistical methods {#Sec12}
-------------------

All analyses were done using Stata 15^[@CR46]^.

In a first step we estimated prevalence, crude and adjusted odds ratios and beta coefficients with 95% confidence intervals, using logistic and linear regression, for the selected outcomes using maternal anxiety or depression as exposure in the full cohort. To account for the clustering of observations within women with multiple deliveries, a sandwich estimator for the standard errors was used. In order to adjust for familial factors (genes and environment) shared by first cousins/sisters we then identified groups of cousins and full sisters discordant for the exposure and outcome, and randomly selected one pregnancy per individual. We used conditional logistic regression for the binary outcomes, conditioning on first cousins and full sisters (same mother and father) among the women giving birth during the study period, and for continuous outcomes a linear regression model with fixed effects estimator was used^[@CR47]^.

Second, we included an interaction term between maternal anxiety or depression and maternal asthma to test for effect measure modification on the additive scale in the linear regression models (continuous outcomes) and the multiplicative scale in logistic regression (dichotomous outcomes). Differences in effects were tested with likelihood ratio test. Estimation of RERI (Relative Excess Risk due to Interaction), using the STATA package ic^[@CR48]^, allowed us to evaluate potential interaction on the additive scale also for dichotomous outcomes.

Because data on medication is only available in the Swedish Prescribed Drug Register from 2006, the first half of the study population (2001--2005) may differ from the later (2006--2013) in that exposure classification was based on diagnosis in the former and diagnosis *or* medication in the latter. In order to discern possible differences between birth cohorts a sensitivity analysis was done, estimating odds ratios and beta coefficients for the association between anxiety or depression and the outcomes stratifying the cohort to either birth years 2001--2004 or 2010--2013. To assess the possibility that medication use could indicate a more severe case of anxiety or depression, a sensitivity analysis was also done among the women with a diagnosis of anxiety or depression and information on medication (2006 to 2013). Odds ratios and beta coefficients for the outcomes were estimated in women with and without medication for anxiety and depression.

Ethical approval {#Sec13}
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